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i 25 FEDERAL TAX 1.D. NUMBER SSN EIN . 26. PATIENT'S ACCOUNT NO. | 27(AC%§PT£§|§3§&ENK) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
' T H
i 1234JD [Jves [} no s XX XX |s 1 s XX XX
31 SIGNATURE OF PHYSICIAN OR SUPPLIER 1 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE }33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (It other than home or office) & PHONE #
(1 cerity that the statements on the reverse .
apply to this bill ang are made a part thereof.) | I a M e Billing
I.M, Authorizeg /DD/ : 1 W, Williams
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APPENDIX 4c

2D4-013

HEALTHCHECK SERVICE CODES
TARGETED OUTREACH
SCREENING PROVIDED BY ANOTHER PROVIDER
CLAIM SORT INDICATOR P
RECEIVED BY THE FISCAL AGENT ON OR AFTER 2715/ 95

HEALTH INSURANCE CLAIM FORM

1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP ;ECAUNG QTHER{ 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
TH PLAN LK L
g N 10) SSN, 10,
| (Medicare #) P {Medicard #) [ 1 (Sponsor's SSN) D VA File #) I'_'] (SS or D (SSN) D (1D) 1234567890
2 PATIENT S NAME (Last Name. First Name. Middie initial) 3. Pﬁ;'ENTSDBIRT?vDATE SEX 4. INSURED'S NAME (Last Name. First Name. Middie Inmal)
Recipient, Im A MM DD Yy MRk F[!

S PATIENT'S ADDRESS (No.. Street)

609 Willow St.

6 PATIENT RELATIONSHIP TO INSURED
Sett [ spouse[ | Chi” | Other| |

7. INSURED'S ADDRESS (No.. Street)

CITY STATE | 8. PATIENT STATUS
Anytown W1 Smgle[] Marned D Other D
ZIP CODE TELEPHONE (Include Area Code)
Employed Full-Time Part-Time
55555 (XXX ) XXX~XXXX Student Stugent

CITy STATE

ZIP CODE TELEPHONE (INCLUDE AREA CODE)

( )

9 OTHER INSURED'S NAME (Last Name. First Name. Middie Inital)

10. 1S PATIENT'S CONDITION RELATED TO:

[
{ a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES D NO

b OTHER INSURED'S DATE OF BIRTH
MM DD YY

SEX

ol IS B

b. AUTO ACCIDENT?

D YES

¢ EMPLOYER'S NAME OR SCHOOQL NAME

O
c. OTHER ACCIDENT?

D YES D NO

PLACE (State)

11 INSURED'S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH SEX
MM DD YY

ML PO

b EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES D NO i yes. retumn to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENTS OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize
payment of medical benefits to the undersigned physician or supplier for

PATIENT AND INSURED INFORMATION —————————) | <— CARRIER —>

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-80)
FORM OWCP-1500

FORM RRB-1500



